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 Letter to the Editor 
sessed with the Hospital Anxiety and Depression Scale (HADS). 
The DS14 was used to diagnose TDP. Patients were evaluated at 
baseline (within the first 3 days after the ACS) and at 1, 2, 4 and 6 
months of follow-up. In order to determine whether NA and SI 
vary along with the measures of depression and anxiety, an ANO-
VA for repeated measures was performed (DS14 and HADS sub-
scales as dependent variables) over a 6-month follow-up after the 
ACS, comparing patients who developed MD or md during the 
study period with those who did not (independent variable).
 During the follow-up period 30 patients developed depressive 
symptoms (MD: n = 12; md: n = 18), whereas 220 subjects main-
tained a nondepressive condition throughout the study period. At 
baseline the NA and SI levels were higher in subjects who devel-
oped depression than in patients who did not (NA: 16.6 ± 5.5 vs. 
8.7 ± 5.8; t = 2.2; d.f. = 237; p < 0.001) (SI: 13.8 ± 3.1 vs. 10.2 ± 4.6; 
t = 2.1; d.f. = 237; p = 0.03). However, at the baseline evaluation 19 
patients without previous depressive episodes already satisfied the 
criteria for md. Interestingly, at baseline these subjects showed 
higher levels of NA and SI than subjects without md (n = 231; NA: 
16.6 ± 5.5 vs. 8.6 ± 5.8; t = 5.7; d.f. = 248; p < 0.001) (SI: 13.7 ± 3.3 
vs. 10.3 ± 4.7; t = 3.0; d.f. = 248; p < 0.001). 
 Among patients who developed depression (n = 30) HADS 
scores significantly changed during the 6-month follow-up: both 
anxiety and depression scores increased from baseline to the sec-
ond month of follow-up and then decreased (F = 8.8, p < 0.001 and 
F = 8.3, p < 0.001, respectively). The same pattern of change was 
observed for the NA score (F = 6.9; p < 0.001), whereas the SI score 
did not vary during follow-up (F = 1.0; p = 0.41,  fig. 1 ). In nonde-
pressed patients, both HADS depression (F = 27.4; p < 0.001) and 
anxiety (F = 15.6; p < 0.001) scores and NA score (F = 4.2; p = 0.041) 
significantly decreased throughout the follow-period, whereas the 
SI did not change (F = 1.8; p = 0.18). 
 This is, to our knowledge, the first study to evaluate patients 
with no history of MD at their first ACS. Thus, our assessment of 
TDP features could not be confounded by the duration of long-
lasting depressive or coronary illnesses, and in the current study 
sample, TPD is unlikely to represent a ‘scar’ following such dis-
eases  [5] . 
 In our study, the overlap between depressive psychopathology 
and NA features is suggested by the course of these two dimensions 
over time. Indeed, in both depressed and nondepressed patients, 
NA levels were not stable during the 6-month follow-up, but they 
changed along with the variation of HADS scores. This finding 
suggests that the NA dimension is sensitive to mood-state, because 
its levels increase and decrease according to the fluctuation of se-
verity of depressive and anxious symptoms. This result supports 
the view that the disposition to experience and report negative 
emotions (NA) can be sensitive to mood-state. These results con-
firm, and possibly explain, the long-recognized high association 
among measures of negative affect, particularly the NA compo-
nent of TDP, and the self-reported measures of depressive symp-
toms  [5–7] . Concerning TDP and its independency from emo-
 Distressed (type D) personality (TDP)  [1] is characterized by 
high negative affectivity (NA) and social inhibition (SI), and can 
be assessed by means of a specific instrument (DS14). TDP, de-
pression, anxiety and other negative affects (such as demoraliza-
tion, hopelessness, pessimism and rumination) have been impli-
cated as potential risk factors for coronary artery disease  [2–4] . 
While some evidence suggests that the NA dimension of TDP 
overlaps at least partially with depression  [5–7] , other studies un-
derline how ‘TDP refers to a chronic, more covert form of distress 
that is distinct from depression’  [8] . However, the stability of TDP 
is still far from being ascertained, with some studies indicating that 
TDP is a stable, mood-state-independent phenomenon, and others 
reporting that changes in TDP diagnosis occur in about 60% of 
patients after cardiac surgery  [9] , thereby suggesting that TDP in-
cludes a state-dependent component  [10, 11] . Therefore, the pres-
ent study aims to clarify whether, among never depressed patients 
at their first acute coronary syndrome (ACS), there is an overlap 
between the constructs of TDP and depression, evaluating the sta-
bility of NA and SI 6 months after the ACS, and their relationship 
with depressive symptoms. 
 The Local Ethics Authority approved the study protocol. In the 
study, patients consecutively admitted to the Coronary Intensive 
Care Unit of the University Hospital of Parma between January 
2009 and March 2012 were enrolled if: (a) they had their first ACS; 
(b) they had no history of major depression (MD); (c) they did not 
satisfy the Primary Care Evaluation of Mental Disorders (PRIME-
MD) criteria for MD at baseline, and (d) they gave informed con-
sent to participate in the study. 
 With a clinical interview, a psychiatrist excluded the presence 
of previous MD episodes according to the PRIME-MD criteria. 
Patients with minor depression (md) at baseline were included, 
with the aim to evaluate if md could influence the TPD assessment 
before the MD onset. Two hundred and fifty patients satisfied the 
inclusion criteria. 
 The presence of MD and md was evaluated with the PRIME-
MD; the severity of depressive and anxious symptoms were as-
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tional distress  [9] , a recent study reported that TDP dimensions 
were stable over a long period of time  [12] ; however, that study did 
not control for co-occurring distress or affective psychopathology, 
while our findings suggest that even the presence of subthreshold 
depression (md) is associated with greater NA and SI. Therefore, 
the results of the present study suggest that the presence of depres-
sive state is crucial when assessing TDP, since NA and anhedonic 
depression are partially overlapping and co-varying constructs. 
 Disclosure Statement 




























 Fig. 1. Variation of the HADS and DS14 scores during the follow-up period in nondepressed and depressed patients. 
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